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Understanding health and social care networks:ldevareation framework

Abstract

This conceptual paper investigates networked vataation and its management in the field of health
and social care. First, we present two basic gfiedeto address efficiency and effectiveness ahngédle in
the field, and discuss how networked value-creaisolinked to these strategies. Second, we intredac
value-creation framework for analysing systemaltyodifferent types of value-creation as well as haaries
between them. Finally, we conclude the paper wititrief discussion of the managerial challenges iwith
and across the different value-creation typeséntialth care context.

1 Introduction

The challenges in the health and social care sectomplentiful all around the world. The biggest
pressure is due to the ageing of population. Inogey in the United States, and especially in Jafien,
number of elderly is increasing both in absolutd eglative terms. The sheer increase in the nurobtre
cared-for puts pressure on the care resources.u@ently, the elderly are getting more affluent and
knowledgeable about their health and are demanugiger quality and increased scope of servicess@he
factors, among others, put pressure on care pnavidgerms of both care efficiency and effectiveneNe
thus have a dual challenge of simultaneously reducare spending and improving care quality.

1.1 Strategiestoimprove efficiency and effectivenessin health and social care

In most European countries at least two primargtegies have emerged to tackle the challenges
presented by the ageing of population. The finsitsgy is to postpone, or reduce, the need foratiept
elderly care by increasing resources in out-patian¢. It is believed that by treating people aspatients,
e.g. at home, and thus postponing institutionabratwe can both (1) decrease overall care cost®ué
patient care is suggested to be more cost-effitheant in-patient care, and (2) increase servicétyuas the
elderly themselves prefer to live at home care @megh to an institution (Stakes 2006, 8-9; Vaaratral.e
2001, 7-8; Kinnunen 2002, 6; MSAH 2001).

The second strategy is to enhance care integrgtakes 2006, 8-9; Mur-Veeman et al. 2003;
Vaarama et al. 2001, 11-14; MSAH 2001). Integrai@ae can be defined as the processes of coordinatio
achieve seamless and continuous care, tailoreattenps’ needs with a holistic view of the pati€¢htur-
Veeman et al. 2003). Care integration may be \a@rtand horizontal. Vertical integration involveseth
coordination of care paths as the clients passugiralifferent treatments within and between différeare
units and organizations (e.g. Katsaliaki et al.3)0¥ertical integration aims both at cost-savi(gg. lower
transaction costs) and increases in care quality. @orter waiting times for the patient). Horitn
integration, in turn, involves the coordination redothe care scope (e.g. Kinnunen 2002, 23-24), lyame
different types of care activities such as thoskeafith care providers and social care providers.delieved
that a better coordination of the care scope wathi(1) increase service quality as the patientsradeive
an optimal palette of services tailored to thedividual needs and (2) decrease service costsghrawetter
coordination of the care scope, thus eliminatirspoece misuse.

These two strategies — postponement of institulimation and care integration — are not mutually
exclusive. For instance, the careful coordinatibcare paths from out-patient care to in-patierecand
back, may help to postpone patient institutionsilirg as for instance home care patients may samesti
need a brief period of rehabilitative in-patientecan order to stay at home longer.



1.2  Networks and network management defined

Research on business networks shows that netwedtad creation may provide some help with the
dual challenge of improving both efficiency andeefiveness. Overall, it has been shown that netwgrk
may offer benefits in terms of operative efficientgarning and innovation, and access to resouwanés
markets (e.g. Podolny and Page 1998). In fact, nomsestudies show that the successful development,
production, and delivery of high-technology prodguand services require cooperation and joint effoft
multiple parties, including producers, customers @arious institutions (Doz et al. 2001; Mdlleragt 2005;
Powell et al. 2005).

A network may be defined as a group of autonometmsthat have repeated, enduring relations with
one another in order to achieve some stated otateesobjective(s), while lacking a legitimate anrity that
arbitrates and resolves disputes that may arise@nie actors (Podolny and Page 1998; see alsp €rdil.
2005). Key qualifiers in the definition asutonomous actorand enduringrelations These set networks
apart from hiearchies and markets; hierarchiesht@vauthorial relations between non-autonomousracto
and markets involve non-enduring relations betwagonomous actors.

Network management, broadly conceived, can be eéfas improving the ability of the network to
operate towards accomplishing its varying objestivédt one level, network management involves
restructuring the existing network, and at anotbeel it involves improving the conditions of coaaton
within the existing network (Kickert and Koppenja@97, 46-53; Klijn et al. 1995). The former mode —
restructuring — involves activities such as addngemoving actors, resources or value activitresnfthe
network as well as changing the ways in which tagvork relates to its environment. The latter mede
improving conditions of cooperation — involves was activities taken to facilitate cooperation lesw
network actors so that the network would accomptshoals.

1.3 Benefitsand challenges of networking in health and social care

There are evidence of networked value-creation ialsioe field of health and social care. These eang
from multi-hospital networks to independent phyaichetworks, and from wide-ranging community-based
networks connecting various health and social paogiders to more focused, special-capability nekso
such as emergency care networks (e.g. Lega 20@fe Z@03; Kassler and Goldsberry 2005; Provan et al.
2005).

Networking in health and social care seems to pgewenefits similar to networking in other fields,
including operative efficiency, economies of scakeryice quality, access to resources and maiketsing
and innovation, financial stability, power of inflace, and legitimization (Lega 2005; Ortiz et 8I02). For
instance, Rosko and Proenca’s (2005) study resulggest that hospitals engaging strongly in service
networks are more efficient than hospitals thahdbuse networks for service provisioning.

This implicates that networked value-creation iédid also to the two key strategies of improving
cost-efficiency and service quality (i.e. postpgnatient institutionalization and integrating Qaire the
health care sector. For instance, postponing gatstitutionalization, or moving resources frompatient
care to out-patient care, involves the coordinatibat least two types of inter-organizational tielaships.

On the one hand, coordination between long-termpatient care and acute in-patient is necessary to
improve the chances of postponing institutionalaratvhenever an out-patient needs some acute ierpat
care. On the other hand, effective long-term otiepa care necessitates the coordination of multi-
professional teamwork, or otherwise a lack of acHjgecare competence (e.g. social care) may render
useless the accomplishments in other areas of demgee(e.g. health care). In similar vein, caregration

is dependent on smooth cooperation between notdiffigrent care units (e.g. between long-term catignt
care and acute in-patient care) but also betwegoughealth and social care professions.

Not all attempts at networked health and sociat¢ gapvisioning reach the desired results, however.
The ability of integrated care networks to postppagent institutionalization from home care topatient
care and thus to provide cost-savings, for instanae been questioned (Kinnunen 2002). Likewistudy
by Ortiz et al. (2005) shows no statistically sfgrint improvement in financial performance of leal
centers participating in networks during a threarya@servation period.

There are of course many reasons for why networlimgs not always produce the desired results.
These reasons may, for instance, relate to stalcturd functional challenges of health care netimgrk
(Friedman and Goes 2001). Mur-Veeman et al. (20@8),instance, show that contradictory interests,



differences in professional and organizationalurels, power relations, and general mistrust betvash
within different actor groups may hinder the depehent of integrated care networks.

Moreover, Ford et al. (2004) argue, having a gameeretic approach, that a mere cooperative intent
of network participants is not enough to hold aecaetwork together, but maintaining such coopematio
requires knowledge sharing among participants eir tkalues and motivations, formal contracts, and
structuring cooperation in a way that benefits patticipants individually and collectively. Furthehey
argue that funding organizations are key facilitatof such cooperation, as they are in the position
increase knowledge sharing among the participgntsnote the formation of legal contracts, and $tmec
the cooperation to benefit all parties through uwdiéng collective coordination costs and provigin
collective technical assistance at the networkllékerd et al. 2004). Generally speaking, realizthg
benefits of networking requires comprehensive m®vorking analysing and planning as well as solid
implementation (Lega 2005).

Despite these studies, evidence on the challerfgestworked value-creation in the field of healtida
social care is still sporadic. What we need is stegpatic way to map these networks and their aingdie.
We need to especially map them in terms of therteterork management levels, i.e. structuring thevagt
and improving conditions of cooperation. Therefoase, need tools to map (1) the structure of the aalu
creation networks in the field of health and sociate and (2) the boundaries within and acroserdifit
types of value-creation where there is room forrmmjng conditions of cooperation. In this paper aim to
develop such a systematic framework through anstiyation into different dimensions of value creatin
health and social care networks.

2 Networked value creation in the field of health andsocial care

Any value-creating network can be defined as afattivities, actors and resources (e.g. Hakansson
and Johansson 1992). Within this definition, actmes those who perform activities and control reses
and activities are the usage of resources to chatige resources. Following this basic frameworkhage
outlined a general model of value creation wittme tield of health and social care (see Fig. 1).

Value-creating actors

Actors and their values Value that is created
¢ Public actors
« Private actors End-customer value:
\ Dimensions of wellbeing
Mental

Value-creation

activities & resources Physical Social

Care activities undertaken / Relationship value:
by care providers through Value created for all
participants of a network

in terms of benefits
minus sacrifices

the utilization of resources

1

Figure 1. Value-creation in the field of health audtial care

The model includes three key elements: (1) valagighcreated, (2) actors that perform value-cngati
activities and control resources, and (3) actisitéeerd resources that create value. Next, we widflipr
discuss the model and its key elements.

Firstly, there are in general two basic, not conghjeunrelated, meanings to the term “value” in the
networking context. On the one hand, value reladethe cultural values held by actors and, on tiero
hand, value may be perceived through the benefdssacrifices of a relationship. (Flint et al. 19&ggert
et al. 2006; Ulaga 2003; Mdller 2006). The formeraming of value, cultural values, can be simplyradef
as beliefs held by actors about desirable endsnaeahs, which serve as the basis for making choices



(Connor and Becker 1994; Meglino and Ravlin 199B)e latter meaning of value, in turn, can be
determined as the (desired or actual) benefitdweddy an actor minus sacrifices that went intodpicing
and/or receiving the benefits (Eggert et al. 20B6nt et al. 1997). In the latter meaning of value,
effectiveness improves along with the increase aiefiits, all other things being equal, and efficien
improves along with the reduction of sacrificespéther things being equal.

The benefits—sacrifices definition of value caniriterpreted at least from two perspectives: from th
end-customer’s perspective or more broadly fronréationship perspective. The end-customer petisjgec
looks only at the benefits and sacrifices concemgld the end-customer. In the field of health aadial
care, for instance, the benefits for the end-custoran be seen as gains along different the dimessf
wellbeing (physical, mental, and social) and saw# are the resources that the end-customer ot
the benefits. The relationship perspective to valmorporates the benefits and sacrifices to adl th
participants of the relationship.

What is often not recognized is that the cultupgdraach and the benefits—sacrifices approach teeval
are closely related to each other, as the beliefactor has about desirable ends and means (Itaratu
values) determine, in the end, how actors weigtierdint benefits and sacrifices. In other words, ¥alue
that an actor gives to a certain benefit or saeifs a function of the actor’s cultural valuesisigets us to
our second element in Fig. 1, namely that of actord their values. The key point here is that diffie
actors have different values, and these valuesrdigte what activities the actors undertake and vakpects
of end-customer or relationship value they regardrortant. In the field of health and social ¢cadasic
division can be made between public and privateract

Finally, we get to the final element of the modemely that of the activities and resources used in
value creation. As already established, value eated through the actors’ activities of utilizingda
transforming resources. In the field of health andial care, activities are the care activitiesautaken by
care providers and other actors of the care network

Next, we will discuss the elements of the model more detail. Here we are interested in
understanding how value is created; hence, wecailcentrate on (1) the actors and their valuesedlsas
on (2) the value-creating activities. Resourcessasn here as embedded in the value-creatingtagivi

2.1 Value creation from the perspective of actors and their cultural values

The scope, amount, and quality of health and sa@at provided in any community are directly
influenced by the cultural values of the actorghat community. There are many different types aibis
operating or influencing operations in the fieldh&falth and social care, each having their owneshnd
interests related to services production and devedmt (see Table 1).

Table 1. Actors with differing values and interests

Actor Values and interests

Public elected officials Serving the public good; Making political decisions; Winning
elections

Public authorities Serving the public good; Following and executing political
decision-making

Public service producers Serving the public good; Ensuring public health based on
individual needs

Private companies Increasing shareholder profit; Taking care of stakeholders

Research institutions Research and innovation based on different expertise and value
foundations

Third sector organizations Serving public good and/or private interests based on different

expertise and value foundations

Private citizens Living a healthy and happy life

A basic division can be made between public andapei actors (Mur-Veeman et al. 2003). Among
these, we may identify various sub-categories. iRstance, public actors include elected officials o
politicians, public authorities or bureaucrats, lpulnsurers, and service providers. Private (nablg)
actors include for-profit companies, research tastins, third sector organizations (non-profitasations,



volunteer organizations), as well as private citizgpatients and their families, volunteers). Pdgie
themselves should be seen here as co-producersenfwell-being, not mere recipients of care (e.g.
Normann 2006). All these actors have their diffgriilues and interests towards the provisioningeafith
and social care, which in turn creates value-avadtioundaries within and between them. Such difiezze

in values and interests may exist not only betwdifarent types of actors (e.g. between public pndate
hospitals) but also among each actor type (e.g.ngnpublic hospitals). Boundaries here refer to the
cognitive and cultural boundaries arising from estdiffering values, not to any specific structura
boundaries between the actors (this does not nmedusuich structural boundaries may not exist).

For instance, public organizations presumably pateremphasis on societal wellbeing and overall
cost-effectiveness of the health care sector, velsgpevate companies look at care provisioning feomore
profit-oriented perspective; on the other hand saféheir employees, e.g., medical doctors havengtr
professional work ethics. Moreover, public and atévservice providers have different values intiatato
how they perceive the importance of economicalkigfficy in producing wellbeing services vis-a-vig th
wellbeing of individual patients. End-customers.timn, are likely to value personal wellbeing mdnan
their financial status or cost-effectiveness. Thdgterent types of value-orientations are likety spur
challenges to networking.

2.2 Value creation from the perspective of care activities

Value creation in a care network is inherently tedato the care activities undertaken by the
networked actors. For instance, it is the actigité the home care providers that bring benefitsaime care
clients in terms of for instance nursing, cleaniagd shopping, while they also entail some saesfim
terms of for instance payments to the service pierg. In this connection, each participant of avodt
should be seen as an active co-producer of welib@ot mere giver or receiver of care; patients, should
be seen as co-producers of health rather tharvezsesf care (Normann 2006b).

Analyzing the extant literature we have identifibde key dimensions of care activities which
influence and describe value creation (see Figi13)scope of care, (2) reactivity of care, (3)ation of care,
(4) intensity of care, and (5) care process.

i Care of mental and social wellbeing Care of physical wellbeing |
i Social care Scope of care Health care i
i Preventive care Rehabilitative care Emergency care i
1 ® ® !
i Proactive Reactivity of care Reactive !
i Short-term care Long-term care i
: ® ° i
| Short Duration of care Long !
i Non-intensive care Intensive care i
i Low Intensity of care High |
i First contact  Diagnosis Care planning  Care activities Follow-up i
| Start Process of care End i

Figure 2. Dimensions of care activities

Firstly, value creation varies in terms of the s@b services the customer needs (Vaarama et al.
2001; 13-14; Kinnunen 2002, 38-39). A basic divisegan be made between social and health care sgrvic
(Mur-Veeman et al. 2003). Some patients will neely dealth care (e.g. cure of disease, hip surgeome
may need only social care (e.g. laundry, mealgnohg, financial aid), and others may need a rasfge
different services (e.g. both physical therapy simopping help). The scope dimension is directlgdthwith
the different aspects of human wellbeing, namelysfdal, mental, and social aspects of wellbeingafdena
et al. 2001, 11-12). Put concretely, different cegprices are aimed at enhancing different aspédiaman
wellbeing.



Secondly, value creation varies in terms of thetieity of care: care provisioning can be proactive
(health promoting) or reactive (care of ill) (Nomma2006). Preventive care (preventing loss of vedtig)
can usually be classified as proactive care, wiseeezergency care (taking care of serious, acutditboms
of illness) can be classified as reactive care.aRiditative care (enhancing wellbeing) locates mfte
somewhere in between proactive and reactive care.

Thirdly, value creation varies in terms of the dima of care: care services can be offered as short
term and long-term care (e.g. Mur-Veeman et al.3206ourthly, value creation varies in terms of the
intensity of care: care can be non-intensive réggionly relatively little attention from care spaésts, or it
can be intensive, such as emergency care requuihgttention of a team of specialists. Finallyglwe
creation varies along the care process, includifigrdnt stages of care such as first contactyeatidgnosis,
admission to care, extensive diagnosis, care plgngiving care services, after-care services,fataw-up.

It should be noted that although these five din@mmsiof value creation are presented here as being
distinctive, in practice we may often witness castimas or correlations between them. For instaacstudy
by Heinola et al. (2003) shows that the postpomihmstitutionalization from home care to in-patieare
may be achieved through preventive care (reactvitgare dimension) that strongly integrates phajsic
psychological and social care services (care sdapension). As another example, emergency care (car
reactivity dimension) is often associated with bisttensive care (care intensity dimension) and tsteom
or acute care (care duration dimension). Howewmmnesimes intensive care may also be given as leng-t
care (e.g. long-term in-patient care of highly dated elderly), and preventive care may be giveauiin
short-term activities (e.g. public health campaigimugh television advertisements). In sum, frdma t
viewpoint of value creation we propose that the fialue creation dimensions of care activities gmted
above are distinctive, and at least to some extelependent from each other.

Finally, it should be emphasized here that the fireensions all relate to the concept of integrated
care, which is one of the basic strategies of imipigp care efficiency and effectiveness. Basicatisre
integration can now be defined as the coordinatrghin and across all these dimensions, so as tarese
seamlessness of care along the dimensions (se#alsdeeman et al. 2003). For instance, integraize
may be defined as the seamlessness of health ana sare services (care scope dimension), as the
coordination between diagnosis, care planning, aeatigities, and follow-up (care process dimensiamn)as
the coordination between intensive care and namnsive care (care intensity). Similarly, care patysv
(Katsaliaki et al. 2005) may be defined in varieusys along the different dimensions (e.g. care ggemr
care scope).

2.3 Value creation continuum: current vs. future-oriented value production

Above we have discussed two key elements influgnemlue-creation in networks: (1) actors and
their values and (2) care activities. Through thesecepts we have described how the end-customer or
relationship value is a function of the differestas’ values as well as the care activities uradken by the
actors.

In addition to these viewpoints we can approaclvoited value-creation from a third angle, namely
that of the value-creation continuum (see Fig.ug)gested by Mdéller and his colleagues (Mdller eRaD5;
Moller and Svahn 2003; Moller and Svahn 2006):

“...the key characteristic of the value system frdma tlassification perspective of nets is the
level of determination of the system. In other vgyrdow well known are the value activities of the
net and the capabilities (resources) of the attocarry them out, and to what extent can thesaeval
activities be explicitly specified? As value adii@s are essentially based on knowledge, the l&vel
determination is also related to the level of dodiion of knowledge. The aspect of how well
known the capabilities underlying the value adigtare is related to how easily the underlying
knowledge can be accessed and shared. The highésvibl of determination of the value system,
the less uncertainty there is and the less demgritirmanagement, all other things being equal.
This idea is based on the notion that the chaiiatiter of information and knowledge — as reflected
in the level of determination of the value systemmfluence both the learning mechanisms and the
required managerial capabilities.” (Méller and Sva006, 988-989).

This notion is highly relevant to us as it tapedily into the different types of value-creatiorthwn

any value-creation system. In line with this notiwe suggest that also health and social care nk$weam
always be positioned along the value-system coatin(Fig. 3), ranging from a highly determined value

6



creation system that seeks primarily efficiencyatbighly undetermined system that characterizes#uly

emergence of radical and often system-wide innowmatigenerally aiming at creating completely newrem
effective offerings. In the middle of the continuwve can identify systems aiming at the renewalunfemt,

determined value-creation systems.
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Figure 3. Value-system continuum (Taken from M&édad Svahn 2006, 989)

We have not been able to identify network studiethé field of health and social care that wouldeha
explicitly addressed this aspect of value-creatddach of the literature concerning networks in tieéd has
focused primarily on current value production. Ehare however a few studies that have addressed the
renewal and/or future-oriented value creation. Fatance, Page (2003) provides recommendations for
improving health care through incremental improvetmenstead of radical innovation, arguing that
incremental rather than radical improvement suéiel to the medical profession culture that emizleas
physician autonomy. Elsewhere, Kassler and Goldgl§2005) describe the incremental developmentnof a
integrated regional public health network, arguimgf for instance governmental involvement, netwwite
technical assistance, and a stable funding soue@ecessary conditions for improvement in sucHtiea
care networks.

3 Multi-dimensional analysis of networks in health aml social care

The value creation dimensions presented in the iquevsections (Sections 2.1-2.3) help to
differentiate between various types of value cogain the health and social care sector. We corteatcany
health and social care network, or the actors,urees and activities that constitute such a netwcak be
positioned along the different dimensions. Furthee, argue that by positioning a network along the
dimensions, we can systematically assess the @unmiatj of the network at least from two respect}:hdw
well does the network function within each valueation type, and (2) how well does the network fiamc
across the different value creation types.

Although each value creation dimension in itseferd analytical rigor, we suggest that it may be
fruitful to consider two or more value creation dimsions simultaneously. In other words, we sugtest
construction of two- or multi-dimensional matridag which we can assess the functionality of a ngtwo
from more than one dimension at a time (see exargfléhree-dimensional analysis in Fig. 4 and 5.
This increases the complexity of the assessmenintmoves its comprehensiveness.

For instance, Fig. 4 looks at value creation alttmge dimensions: (x) reactivity of care, (y) scape
care, and (z) the value-system continuum. By logkihthese dimensions simultaneously we can adsess,
instance, how a certain network is positioned tvigle integrated care in terms of the care scopéghnis a



key strategic goal of controlling elderly care sodt for instance much of the activities and reses of the
network are located at the nexus of care-of-physietibeing/rehabilitative/current-value-productjaimen
one might ask if more resources should be put ¢éortbxus of mental-and-social-wellbeing/preventive/
renewal or even mental-and-social-wellbeing/prevefitadical-innovation nexus. However, one should
keep in mind that networks involve some inertiapath-dependency; the existing networks are natyeas
transformed. Nevertheless, the task in this casddmvee two-fold: (1) to create new structures taigathe
renewal and radical innovation of both care scoypegration and preventive care, while not forgettin
connections to existing structures in rehabili@tieare of physical wellbeing, and (2) to improve th
conditions of cooperation within and across thesstiag and new network structures.
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Figure 5. Multidimensional assessment of valuetmean a network: An example.
Fig. 5 in turn looks at value creation along theasions of (x) actors and their values, (y) preads

care, and (z) the value-system continuum. Mappirggra network along these dimensions will help, for
instance, to assess the current status of impraang pathways through the care process, and whatsa
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are currently actively taking part in each stagethef process. If a resource concentration if foford
instance on the public-actors/current-value-pradachexus concerning the whole care process, then i
would be obvious that the task is to look towamtggdrating other actors such as private companidie
care process. This would then need to be carriethoough development projects aiming at the rehewa
radical innovation of the current ways of operatiAgain, this requires restructuring of the netwaskwell

as improving the conditions of cooperation.

4 Conclusion and discussion: Networking challenges thin and across value-creation types

Overall, we propose that any health and social cateork may be assessed through their underlying
value creation dimensions, and this assessmenthefii in evaluating managerial challenges withid an
across different value creation types. Put mommédiy, we propose the following:

Proposition 1: Network management within each value creation tigalifferent and requires
different managerial competencies compared to athlele creation types.

Proposition 2: Network management across different value creatigpes requires different
managerial competencies. In other words, crossiogntaries between different value creation types
requires specific managerial competencies, and baahdary requires different managerial competancie
compared to other boundaries.

Proposition 3: The more value creation types and/or boundariest@ank encompasses, the more
demanding it is to manage the network, all othergh being equal.

There already exist studies that address spec#icagerial challenges within some of the different
value creation types as well as across some ofidhee creation boundaries. For instance, supplyncha
management literature has been used in assessingahagement of networks across value creatiors type
along the care process dimension (e.g. Roark 200#3.type of evidence is however sporadic, comside
the wide scale of different value creation dimensipresented in this paper. We therefore suggatbtir
framework, although being conceptual at this stageg step towards systemizing and synthesizing the
discussion on understanding and managing healtls@zidl care networks.
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